Objective-This study aimed to assess the appropriateness of bed use by determining patients' suitability for patient hotel accommodation and day treatment and by examining timeliness of discharge, and to assess patient and staff views about patient hotels. 
ining timeliness of discharge, and to assess patient and staff views about patient hotels. Design-Patients were assessed by a doctor and nurse in terms of an agreed case definition for patient hotel use. Patient suitability was validated and patient acceptability measured by semi-structured interviews with a random sample of patients judged suitable for hotel accommodation. All senior medical and nursing staff completed a further questionnaire. Setting-The study took place at University Hospital of Wales, Cardiff (856 beds), and all specialties, except intensive care wards, participated. Subjects-Patients occupying a total of 3972 bed days, accumulated over seven randomly chosen census days, were studied. Results-Data were available for 88% of eligible inpatients. Ten per cent (405 of 3972) of patients were judged suitable for a patient hotel. Specialties indicating major use were obstetrics and gynaecology, general 4 Other models of provision for patients have been proposed,5 prominent among which have been patient hotels. 6 9 These have existed for several years in Sweden and the United States. "1 12 They are typically separate buildings adjacent to acute hospitals that provide good quality (AA 3 star) accommodation for mobile patients who can care for themselves and control their own medication. They are frequently run by a private sector organisation. Patients must attend the hospital for almost all medical and nursing interventions, although qualified nurses are often employed as hotel receptionists. Many National Health Service providers are currently considering establishing free-standing patient hotels. The Audit Commission "' has suggested that 15% of patients in acute units at any one time may be suitable and that, in all, one third of medical beds may be superfluous. Another estimate is that between 5% and 15% of patients may be suitable for a patient hotel.6 There has not hitherto been any published validation of these estimates, however, to guide those intending to plan or contract for such facilities. This study, undertaken in a large teaching hospital (University Hospital of Wales, Cardiff, 856 inpatient beds) which provides both district general hospital and regional functions, reports on the number of suitable patients and also investigates the attitudes of both patients and staff. It was commissioned by the local health authority to provide essential information for fully informed negotiations with hotel operators but has wide implications for other hospitals in the United Kingdom and elsewhere. information was available. In other cases another clinical team was involved, and in only 13 cases was the questionnaire completed by a nurse alone. The proportions of patients suitable for day treatment/investigation, discharge, and for patient hotel accommodation are shown in table I for each census day. The overall proportion judged suitable for a patient hotel is 10-2% (95% confidence interval (CI): 9 3 1 1-%). Table II shows, for each specialty, the probability of an assessed patient being suitable for the patient hotel. Table III shows the probability of suitability for patient hotel accommodation according to time elapsed since admission, for selected specialties. This profile varies considerably between the four main specialty users. A high proportion of long stay (greater than 10 days) obstetrics and gynaecology patients (mainly antenatal patients) were judged suitable for the patient hotel. The prior expectation, that a high proportion of longer stay geriatric patients might be selected, was not confirmed.
PROFILE OF HOTEL USERS
The likely major specialty users of the hotel (table  II) The same 68 patients were asked to select responses on six point Likert scales after a standard, neutrally worded explanation of the patient hotel had been given. Eighty five per cent (58 of 68) would have been very, quite or reasonably happy to have spent part of their stay in such a hotel. Twenty five per cent (17 of 68) were unhappy to some degree, however, at the possibility of the paying general public making use of the hotel. Reasons given were concern about privacy, security, and risk of infection. Twenty four per cent (16 of 68) considered that a relative would have wished to stay in the hotel. It was made clear that this, unlike the patient's own stay, would involve a charge.
STAFF VIEWS
Ninety seven of 128 staff members responded (75-8%). Eighty five per cent (80 of 94) had been aware of the patient assessment exercise. Only 10% (nine of 93) expressed any opposition to the idea of a patient hotel but 58 of 93 (62%) were opposed to use of the hotel by the general public. Sixty two per cent (56 of 91) ofall respondents (37 of 43 (80%) of consultants) indicated they would probably or definitely use the hotel for patients who could care for themselves. In response to the following question-"the patient hotel may be seen as part of a general trend towards the development of smaller acute hospitals containing a higher proportion ofcritically ill patients. How do you feel about this?", 14 of47 (30%) consultants expressed some degree of opposition.
PATIENTS SUITABLE FOR DISCHARGE
The residual length of stay could be computed for 369 of 414 patients judged suitable for discharge (89%). Seventy nine per cent (291 of 369) were discharged either on the same or the following day, but 61 of 369 (16-5%) were not discharged until between two and seven days later. The maximum delay was 36 days.
PATIENT HOTEL BED NUMBERS
Each census day estimate of the number suitable for the patient hotel may be factored up to allow for incomplete response (see table VI). In doing so it is assumed that responders represent an unbiased sample of the total group. This number should then be reduced to allow for the findings of the validation exercise, that 10-3% (95% CI 4.2, 20-1 %) of subjects were unsuitable. To these patients must be added relatives and ward attenders. The final column shows the day to day variation ( In terms of validity, it was disappointing that as many as 10% ofthose selected for the patient hotel were judged unsuitable by a medically qualified member of the research team. As a result the confidence limits that can be placed on this proportion are wider (in absolute terms) than anticipated. The need for patient mobility was not sufficiently appreciated by the clinicians in these cases. The upper and lower confidence limits have been incorporated into the bed number estimates to show the possible impact of sampling error.
It is possible to make a direct translation from the number of suitable patients in our study to patient hotel bed numbers, as in table VI. The quantity of underlying interest in bed planning is the number, or porportion, ofbed days occupied by the relevant category of patient. The seven, repeated cross sectional surveys of patients in this study should give an unbiased estimate of the proportion of bed days occupied by suitable patients. The only qualification is that the mean length of stay in the patient hotel should not differ from the mean residual length of stay if the patients concerned were to remain in the hospital.
This study is unusual in providing specific information about suitability for a defined model of care, for a wide range of specialities. Clinical staff have been closely involved in making judgements, the intention being that actual use of the hotel, when opened, should closely mirror these hypothetical assessments. Previous Anderson et all did, however, find that a similar proportion (14 5%) of bed days in three specialities (general surgery, medicine, and geriatrics) were occupied by patients who did not require nursing care and were waiting in hospital "for medical reasons". It is reasonable to equate this group with that under scrutiny in our study. This study has also shown the residual potential (amounting to a mean of 17 patients per day) for day treatment and investigation (table I) even in a hospital with substantial day facilities. These facilities were being refurbished during the early part of this study, but day treatment continued in ward areas and, furthermore, there was no discernible change when the day unit was reinstated.
Although a high proportion of patients were discharged either on the same day or the day after being judged fit, a sizeable minority (16-5%) remained a further two to seven days. It is likely that a substantial proportion of those remaining beyond seven days showed some change in their medical condition. The two to seven day delay group would have accounted for approximately 3-4% of the total occupied bed days in that defined period, equivalent in this hospital to about 22 beds. The discharge assessment was a consensus judgement between a doctor and nurse. This delay in discharge may reflect either a lack of true commitment, by one or other party, to that judgement, or a failure of routine discharge mechanisms. These data cannot distinguish between these possibilities.
The NHS is increasingly refocusing upon the central purposes of a health care system. 19 20 Goals and objectives are being formulated from which service delivery options should flow in a complicated but nonetheless logical fashion. Capital planning and bed provision is properly being relegated to the role of a tool in, rather than the determinant of, health care delivery.
The findings of this study suggest that in this typical 850 bed hospital an average of 98 beds could be freed by a combination of more appropriate provision (patient hotel, increased day care) and more timely discharge arrangements. These findings based on precise research, are more valuable than previous cruder estimates. 6 10 The resources potentially released for more appropriate purposes are substantial, amounting to an estimated f2 7 million per annum in a 1000 bed hospital.6
